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it not be appropriate to use beta-blocker therapy in addition to
implantable devices to reduce the risk of ventricular tachy-
fibrillation in light of the published data demonstrating reduced
mortality as well as sudden death in those receiving beta-blocker
intervention?
Charles L. Baird, Jr., MD
Virginia Heart Institute
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REPLY
We read Dr. Baird’s comments with much interest. He raised two
important issues regarding our findings (1). First, with respect to
the effect of possible proarrhythmia from antiarrhythmic drugs, it
is certainly plausible that some of the deaths may have been related
to drug proarrhythmia. Indeed, one death (patient no. 2, Table 1)
was attributed to potential adverse drug (tocainide and encainide)
effect; however, whether or not other deaths were related to drug
proarrhythmia could not be ascertained from our data. Second, the
use of beta-blocker therapy certainly should be encouraged in the
proper settings. The benefit of beta-blocker therapy is undisputed
in patients at risk for arrhythmic events (e.g., after myocardial
infarction) and may, in fact, be beneficial as single or adjuvant
therapy in select patients who have had symptomatic, sustained
ventricular arrhythmias (2,3).
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Chlamydia pneumoniae in Redo and First-
Time Coronary Artery Bypass Graft Surgery
In their recent study, Wong et al. (1) tried to determine if
Chlamydia pneumoniae was more prevalent in atherosclerotic blood
vessels as compared with normal blood vessels of patients requiring
redo and first-time coronary artery bypass graft surgery (CABG).
Using a very detailed methodologic process, they concluded that
C. pneumoniae is not an important factor in graft failure. This very
important question seems not to be definitively answered by the
authors. First, the authors did not explain when the graft failed
among the elective patients who had a redone CABG, knowing
that a dramatic proportion of these occlusions occur soon after the
operation and are attributed to technical reasons rather than
atherosclerosis progression, as the authors hypothesized, even in
asymptomatic patients. Second, whether or not the organism is
found in plaques does not alter the basis of the infective hypothesis
and atherosclerosis. That is the role of immune system activation
in the presence of bacterial components (2,3). Finally, the authors
considered that a few recently published, small clinical studies
using antibiotics in patients with coronary artery disease were trials
without a clear benefit. It is important to remember that these pilot
studies are testing clinical, serologic and immunologic hypotheses,
irrespective of the efficacy or safety of one particular compound (4).
These results should not be used to support part of the findings of
one single study.
Enrique Gurfinkel, MD, PHD, FACC
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REPLY
Evidence that Chlamydia pneumoniae is associated with atheroscle-
rosis has come from serological and pathological studies. Patho-
logical studies have reported that C. pneumoniae is more common
in atherosclerotic vessels as compared with normal blood vessels.
This has been put forward as evidence that C. pneumoniae may be
a cause of atherosclerosis. However, few studies have used ade-
quate control data (1). In our study of patients needing first-time
and redo coronary artery bypass graft surgery (CABG), we exam-
ined occluded venous grafts, endarterectomy specimens from
native coronary arteries, new saphenous vein (SV) grafts and new
left internal mammary artery (LIMA) grafts (2). Graft failure is
less common with LIMA than with SV grafts, but we found that
the prevalence of C. pneumoniae was significantly greater in new
LIMA than in new SV grafts. Also C. pneumoniae was just as
prevalent in new LIMA grafts as in failed grafts and diseased
native vessels. Therefore, we concluded that C. pneumoniae was
unlikely to be important in graft failure.
Gurfinkel implies that atherosclerosis may not have been a cause
of graft failure in our study. In our unit, it is not our experience that
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a “dramatic proportion” of graft failure occurs soon after the
operation owing to “technical reasons.” In fact, we stated quite
clearly that the mean interval between CABG in our patients who
required redo CABG was 12.7 years. Therefore, there is good
reason to believe that atherosclerosis was present in our patients. If
C. pneumoniae is important in graft failure, patients with infection
would be expected to develop graft failure earlier. In a recently
published study, Bartels et al. (3) found results similar to ours in
that the interval between CABG was the same in patients with or
without infection.
Gurfinkel states that it is the immune response to infection that
is important and not the presence or absence of the organism in
atherosclerotic blood vessels, and although this may be true, there
is little supporting evidence. Also, the sentiment that the presence
of the organism in atherosclerotic vessels is evidence of its
involvement is widely held.
We agree that the interpretation of currently published antibi-
otic studies is problematic. The numbers of patients are too small
and the follow-up periods are too short. For example, Gurfinkel’s
own ROXIS (Randomized Trial of Roxithromycin in Non–Q-
wave Coronary Syndromes) secondary prevention trial was pub-
lished after 30 days of follow up with the thesis that antibiotics
reduced the incidence of adverse coronary events. However, results
after 180 days were no longer significant (4).
Currently, there is no conclusive evidence as to whether or not
C. pneumoniae causes atherosclerosis. That is why groups like ours
continue with research, because if it were responsible for only a small
proportion of cases, the influence on public health may be great.
Yuk-ki Wong, MD
Wessex Cardiothoracic Unit
Southampton General Hospital
Southampton, Hamphshire
United Kingdom
PII S0735-1097(99)00287-9
REFERENCES
1. Wong YK, Gallagher PJ, Ward ME. Chlamydia pneumoniae and
atherosclerosis. Heart 1999;81:232–8.
2. Wong YK, Thomas M, Tsang V, Gallagher PJ, Ward ME. The
prevalence of Chlamydia pneumoniae in atherosclerotic and nonathero-
sclerotic blood vessels of patients attending for redo and first time
coronary artery bypass graft surgery. J Am Coll Cardiol 1999;33:152–6.
3. Bartels C, Maass M, Bein G, et al. Detection of Chlamydia pneumoniae
but not cytomegalovirus in occluded saphenous vein coronary artery
bypass grafts. Circulation 1999;99:879–82.
4. Gurfinkel E, Bozovich G, Beck E, Testa E, Livellara B, Mautner B.
Treatment with the antibiotic roxithromycin in patients with acute
non–Q-wave coronary syndromes—the final report of the ROXIS
study. Eur Heart J 1999;20:121–7.
Calculation Error in Study of Noninvasive
Index for Identifying Coronary Artery Disease
I would like to report errors in the recent article by Schmermund
et al. (1). The data found in the authors’ key table (Table 4.
Predictive Power of the Noninvasive Index) are flawed. The first
error involves the calculation of some of the sensitivities and
specificities reported in Table 4. With respect, I disagree with the
authors’ procedure: “A positive and negative test result was defined
as a value of the noninvasive index (NI) above or below specific Ta
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